MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -63-001213

DEPARTMENT OF PUBLIC HEALTH AND WELFA

Reoistration Distriet N o Recisteation B 2o e oZ_f STATE FILE NUMBER
DO NOT WRITE egistration District No, ———Primary Registration District No, #7807 &7 Ragistrar's No. _ 9% £ _

ON THIS STUB
1. PLACE OF DEATH ‘2. USUAL RESIDENCE {Where decessed lived. If institution: Residence before

. COUNTY . STA .
’ Greene » STATE Migsouri ™ N Greene sdmiasion)
b. CO“;!Y {I¥ outside corporate limits, give TOWNSHIP only): Length of stay in 1b c. CITY Inside Limits

OR
ToWN __Springfield 16 years TOWN Springfield, Yo X No
e. FULL NJ:ME OF (If NOT in hospital, give location) Inside Limits d. .:lggEEETSS (if cutside, give location) Reside on Farm

HOSPITAL OR . :
INSTTUTION 5S¢, John's Hospital Yl NoDS 2364 Wallis Smith Ye O NelX
3. NAME OF DECEASED First Middle Last 4, DATE Menth Day Yaar
(Type or print} OF
SARA ELIZABETH SPHAR DEATH  January 5, 1963
5. SEX 4. COLOR OR RACE 7. Married Mever Married [ [8. DATE OF BIRTH | @ AGE (last birthday) | IF U:lhDER 1 YEAR | IF UNDER 24 HR
Widowed Divoread ; 5 ays Hours Min.
te idow worced O | go ntember [4, 1016 46 |3 | I
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE [City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired)

Housewife In Home Blooning Rose, Missourl . USA
13a. FATHER'S NAME . 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Alba W, Ray, Sr, Rosella Williams Ira E, Sphar
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 14 ¢NACIAL SEOLIOITY. KN 17. INFORMANT Address
{Yes, no, or unknown) § (If yes, give war or dares of sery]

one Ira E, Sphar Springfield, Mo.

18. CAUSE OF DEA‘I'H {Enter only one cause per line - INTERVAL BETWEEN

ART |. DEATH WAS CAUSED BY: y ONSET AND DEATH
IMMEDIATE CAUSE (a) a..—?' AA 77
. - [ § -/
—
Conditions, if any,)  DUE 10 () __‘UM.JJ__M /2
which gave rise to rd

VS 300
Rev. 4/59

b3 q'z
2397

TDATE AMENDED

DOCUMENT

above causa (o),
stating the under-
Iying cause last. DUE TO (¢}

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1. If deceased was female was
disease condition given.in PART | (a) there a pregnancy in last 90 doys.

,DYesI Q Na I O Unknown
9. WAS AUTOPSY | 20a. ACCIDENT sw%uz HOMl:llcmE 20b. DESCRIBE HOW INJURY OCCURRED. {(Enter nature of Injury in PART I'or PART 1l of item 18.}

PE D? (] : .

YE NOO

20c. TIRE OF Hour Month, Day, Year-
INJURY am,
p.m.

20d. INJURY QGCCURRED 20e. PLACE OF INJURY (e.g.. in or about home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK O farm, factory, street, office bidg., etc.) L
NOT WHILE AT WORK ] i

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD QF

MEDICAL CERTIFICATION

Amrd 'h. d o fmm
Deoth occurred at

USE BLACK INK .
OR
TYPEWRITER RIBBON

SHOULD READ

P Cogres opgtitle) 575, ADDRESS
'-vd"-‘s- A 607

. BU £ CREMATION, . - Z3c. NAME OF CEMETERY OR CREMATORY
REMOVA'L {Specify}

TF&P&%H&_—'_M% 25. DATE ueco BY 1O g j

n-Scharpf Funeral Hgme, Inc, £—/

BY AFFIDAVIT OF

TTEM NO.

{Licansad Embalmar's $ on Reverse Side}




STATEMENT. BY LICENSED EMBALMER

P

| hereby oerhfy that the. body whose name. is recorded on the reverse side of this certificate was embalmed by me,

or By : i Student Embalmer No.

working under my personal supervision.

2} .
Student, Signed G{'J . '*%4:—_/

Signature of Studant Embaimer

Licensed Embalmer No. 3 / 7 7

Nofe: . The above MUST BE SIGNED B8Y THE LICENSED EMBALMER in his OWN HANDWRITI . (Failure to comply
with the above constitutes grounds for revocation of license).
" If embalmed by a STUDENT -he also shall sign in his OWN handwrmng
*.  If this body is not embalmed fact should be so stated above.




